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Aim  of  the  study:  To  assess  differences  in  patient  satisfaction  between  a  complaints  procedure  designed 
towards  the  needs  of  complainants  (referred  to  here  as  the  ‘Committee’)  and  a  procedure  that  primarily 
aims  at  improving  the  professional  quality  of  health  care  (referred  to  here  as  the  ‘Board’). 

Method:  Patients’  experiences  and  satisfaction  were  assessed  through  a  questionnaire  completed  by  80 
patients  complaining  to  a  Board  and  335  to  a  complaints  Committee.  Only  complainants  with 
a  complaint  that  was  judged  to  be  founded  or  partially  founded  were  included. 

Results:  Only  half  of  the  complainants  reported  being  satisfied  with  the  procedure  they  underwent.  After 
controlling  for  differences  in  respondent  characteristics,  satisfaction  with  the  Board  was  higher  than  with 
the  Committee.  The  level  of  variance  explained,  however,  was  low  (3%).  The  majority  of  respondents 
reported  favourably  on  procedural  aspects,  for  example,  the  impartiality  of  the  procedure,  and  empathy 
demonstrated  for  their  situation.  Only  a  minority  of  complainants  in  both  procedures  believed  that 
changes  would  be  made  as  a  result  of  their  complaint. 

Discussion:  The  absence,  in  the  eyes  of  most  complainants,  of  tangible  results  of  filing  a  complaint  in  both 
rather  formal  procedures  may  serve  as  an  explanation  for  both  the  low  level  of  overall  satisfaction  and 
the  fact  that  the  procedure  which  was  developed  specifically  for  patients  did  not  perform  better.  To 
resolve  the  problem  of  low  satisfaction  with  complaints  handling,  procedures  should  be  developed  that 
offer  a  basic  degree  of  procedural  safety.  But  this  procedural  safety  should  not  stand  in  the  way  of  what 
complainants  really  want:  changes  for  the  better, 
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1.  Introduction 

Over  the  last  decades,  many  countries  have  established  proce¬ 
dures  for  complaint  handling  to  resolve  disputes  between  patients 
and  healthcare  providers.’ This  development  can  be  seen  in  the 
light  of  the  growing  interest  in  strengthening  the  patient’s  position 
in  health  care.'*^®  Complaint  handling  may  also  serve  as  an 
instrument  to  develop  or  sharpen  regulations  and  professional 
codes.^  It  can  offer  health  professionals  and  organisations  an 
opportunity  to  improve  the  quality  of  healthcare  provision  based 
upon  the  feedback  they  receive  from  a  patient  filing  a  complaint.^^’® 

Despite  the  effort  different  countries  have  made  to  install 
patient  oriented  complaint  procedures,  many  patients  who  lodge 
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a  complaint  are  dissatisfied  with  the  way  their  complaints  are  dealt 
wlth.’'”^’^  An  explanation  for  this  has  been  sought  in  the 
discrepancy  between  what  complainants  expect  or  hope  to  get  and 
what  they  actually  get  out  of  a  complaints  procedure.’'’^’®  There  are 
four  motives  which  may  lead  to  a  complaint  being  filed:  correction, 
communication,  restoration  and  accountability,”’’®  Correction  is 
one  of  the  most  frequently  mentioned  motives  for  lodging 
a  complaint.  Correction  includes  the  assurance  that  lessons  are 
learned  from  complainants’  experiences.’®  Complainants  want  to 
prevent  a  similar  incident  from  happening  in  the  future  and  they 
wish  that  others  will  not  have  to  go  through  the  same  experience. 
They  also  want  evidence  that  preventive  or  curative  actions  have 
been  taken.”’’^’’^  The  second  most  common  motive  is  communi¬ 
cation.  Complainants  want  to  know  why  and  how  the  event  arose, 
and  they  want  an  explanation  or  apology.”’’^’’®’’^  As  far  as  the  third 
motive,  restoration,  is  concerned,  only  a  minority  of  the  complain¬ 
ants  want  (financial)  compensation,  usually  for  (economic)  losses 
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caused  by  the  incident  that  led  to  their  complaint.'^’'^'^^  Restoration 
also  includes  the  restoration  of  damage  that  has  been  done.  The 
fourth  motive  is  accountability:  an  individual  or  organisation 
should  be  held  responsible  for  the  complaint  and  punished. 
Previous  research  shows  that  a  minority  of  the  patients  want  the 
staff  or  professional  to  be  disciplined.'^'’®  The  failure  to  address 
these  four  motives,  and  especially  the  two  most  common  cited  ones 
—  correction  and  communication  —  may  serve  as  an  explanation  for 
the  dissatisfaction  among  patients  with  complaints  proce- 
dures.’'’^'’®  Can  the  failure  to  meet  patient’s  expectations  for 
complaints  handling  be  mended? 

l.J.  Comparing  two  different  complaint  procedures 

To  answer  this  question  we  compared  two  different  complaints 
procedures  (Box  1).  One  was  a  complaints  procedure  at  a  Disci¬ 
plinary  Board;  the  other  a  Complaints  Committee  within  hospitals 
that  had  been  specifically  set  up  for  the  benefit  of  patients.  In  many 
countries  some  form  of  Disciplinary  Board  for  care  providers  exists. 


Box  1 .  Major  differences  between  the  Statutory  Disciplinary 
System  (the  Disciplinary  Board)  and  the  Clients  Right  of 
Complaint  Act  (the  Complaints  Committees). 

Disciplinary  Board 

Complaints 

Committee 

Applies  for 

Physicians,  dentists, 

All  health  care 

pharmacists,  midwives. 

institutions  and 

nurses,  physiotherapists 
and  health  care  psychologist 

professionals 

Objective 

To  foster  and  monitor  the 

To  warrant  easily 

quality  of  professional 

accessible  non-legal 

practice  and  to  protect 

complaint  facilities 

the  general  public,  within 

for  patients  and  to 

the  context  of  legal  regulations. 

restore  patient’s 

jurisprudence  and  self-regulation  satisfaction  with 

that  regulate  the  quality  of  care 

and  trust  in  health 

care 

Procedure 

The  Board  investigates  the 

The  commission 

complaint,  there  will  be  a 

reviews  the  complaint. 

session  of  the  court  and  the 

investigates  and 

board  makes  a  judgement 

makes  a  decision 

concerning  the  legitimacy 

concerning  the 

of  the  complaint. 

legitimacy  of  the 
complaint.  The 
decision  is  based 
on  the  statements 
of  the  patient  and 
accused. 

Outcome 

A  variety  of  sanctions  (a  warning.  Give  advice  or 

a  reprimand,  suspension. 

recommend  a  solution 

temporally  prohibition  to  work 

to  the  healthcare 

and  revocation  of  licenses); 

provider  or 

An  appeal  can  be  submitted 

professionals; 

to  the  Central  Disciplinary 

The  health  care 

Board 

institution  is  legally 
obliged  to  inform  the 
patient  whether  or 
not  (corrective) 
measures  will  be 
taken,  and  which 
measures  will  be 
taken;  Appeals  are 
not  possible 

Total  number 

1368  complaints  to  all  Boards 

3343  complaints  to 

of  complaints  in  The  Netherlands 

all  hospital  based 

in  2008 

Committees  in  The 
Netherlands 

Among  other  functions,  these  Boards  handle  complaints  about  care 
providers  in  the  interest  of  protecting  society  and  to  assure  high 
professional  practice  standards.  In  the  Netherlands,  most 
complaints  have  been  handled  by  such  a  Board  for  almost  90  years. 
They  are  part  of  the  Dutch  disciplinary  system  for  health  care 
professionals.  The  objective  of  the  disciplinary  system  is  to  foster 
and  monitor  the  quality  of  professional  practice,  to  contribute  to 
this  quality  and  to  protect  the  general  public.^'^®  The  members  of 
these  Boards  are  legal  experts  and  health  professionals  from  the 
same  profession  as  the  accused.^'  Patients  may  present  their 
complaints  to  the  Board  directly  without  the  need  to  first  present 
the  complaint  somewhere  else  and  without  paying  an  entrance  fee. 
The  Board  examines  these  complaints  to  Judge  whether  the  health 
care  professional  in  question  acted  according  to  professional  stan¬ 
dards.  If  the  accused  is  declared  guilty  of  not  conducting  himself/ 
herself  accordingly,  a  variety  of  sanctions  can  be  implemented  (e.g., 
a  warning,  a  reprimand,  a  suspension,  a  temporary  work  ban  and 
revoking  of  licenses).^'^®  Verdicts  may  also  be  submitted  for 
publication  in  professional  Journals. 

Over  the  course  of  the  years,  disadvantages  have  emerged  with 
this  type  of  procedure.  The  number  of  Justified  cases  within  this 
procedure  was  found  to  be  low  (19%)  leading  to  the  conclusion  that 
the  patient’s  position  in  this  procedure  was  weak.^'  It  was  consid¬ 
ered  that  the  existing  complaints  procedure  was  not  organised  to 
best  suit  the  needs  of  the  complainant.  Therefore,  in  1995,  a  new  act 
was  passed:  The  Clients  Right  of  Complaint  Act.^^  This  act  made  it 
compulsory  for  all  health  care  professionals  and  institutions  to 
appoint  easily  accessible  Complaints  Committees  with  independent 
chairs.'^  Health  care  institutions  mainly  organised  their  own 
committee  in  house,  whereas  the  professional  organisations  of 
individual  practitioners,  like  general  practitioners,  set  up  commit¬ 
tees  on  a  regional  or  national  level.  Individual  practitioners  could 
participate  in  these  committees.^^  The  aim  of  such  a  Committee  is  to 
focus  explicitly  on  the  legitimacy  of  the  patient’s  complaint.  Both  the 
accused  and  the  complainant  have  the  opportunity  to  present  their 
own  views  as  well  as  to  react  to  the  other  party’s  view.  The  proce¬ 
dure  is  rather  formal  in  most  cases,  and  is  primarily  based  on  the 
exchange  of  written  statements  by  all  the  parties  concerned.  In  its 
final  verdict  the  Committee  gives  advice  or  recommends  a  solution 
to  the  health  care  provider  or  professional.  The  health  care  institu¬ 
tion  is  then  legally  obliged  to  inform  the  patient  whether  or  not 
(corrective)  measures  will  be  taken  as  a  result  of  the  complaint,  as 
well  as  which  measures  will  be  taken.'^  The  Committee  does  not 
hold  any  formal  power  other  than  this.  This  complaints  procedure 
was  primarily  established  to  provide  patients  with  a  legal  right  to 
a  ‘listening  ear’. 

Since  two  different  systems  exist  to  deal  with  complaints  —  both 
of  which  are  directly  accessible  to  patients  and  comprise  no  financial 
barriers  —  this  affords  a  unique  opportunity  to  assess  the  differences 
in  patient’s  experiences  with  these  different  procedures.  The  aim  of 
this  paper  is  therefore  to  investigate  whether  a  complaints  proce¬ 
dure  that  was  designed  to  focus  on  the  needs  of  complainants  results 
in  more  patients  being  satisfied  with  the  way  their  complaints  are 
dealt  with  than  a  procedure  that  primarily  aims  at  improving  the 
professional  quality  of  health  care.  Based  on  the  knowledge  that  the 
most  prominent  motives  for  complainants  are  communication  and 
correction  (in  contrast  to  punishment),  it  would  be  expected  that  the 
complaints  procedure  of  the  Committee  will  be  more  satisfying  for 
complainants  than  the  procedure  of  the  Boards.  The  research 
questions  for  this  study  were: 

(1)  Are  patients  that  file  a  complaint  to  a  Committee  with 
a  procedure  that  was  developed  with  their  needs  in  mind,  more 
satisfied  with  the  procedure  than  patients  that  file  a  complaint 
to  a  Disciplinary  Board? 
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(2)  Can  we  explain  any  differences  found  (or  not  found)  based  on 
population  characteristics,  expectations  or  differences  in  the 
way  complaints  are  treated? 

2.  Methods 

2.1.  Questionnaire 

A  questionnaire  was  developed  for  patients  who  lodged 
a  complaint  to  a  Complaint  Committee  of  the  hospital  or  to  a  Disci¬ 
plinary  Board.  This  questionnaire  was  based  on  a  questionnaire  used 
in  previous  research.^^  We  checked  the  relevance  of  the  question¬ 
naire  in  five  open  interviews  and  two  focus  group  discussions  with 
in  total  17  participants  all  of  whom  had  filed  a  complaint  against 
a  care  provider.  The  questionnaire  contained  five  domains:  (1) 
characteristics  of  the  patients;  (2)  patients’  motives  to  lodge 
a  complaint:  (3)  patient’s  reports  on  the  process  of  complaints 
handling  and  (4)  the  changes  expected  as  a  result  of  the  complaint. 
This  latter  domain  was  included  since  earlier  research  had  shown 
there  was  a  difference  between  the  appraisal  by  patients  of  the 
performance  of  the  Committee  on  the  one  hand  and  the  expectation 
that  changes  would  be  made  by  the  care  provider  concerned  on  the 
other  hand.’^  These  variables  serve  as  independent  variables. 
Overall  patient’s  satisfaction  (5)  is  used  as  the  dependent  variable. 
Patient’s  motives  (from  ‘not  important’  to  ‘most  important’),  reports 
on  the  procedure  (from  ‘no’  to  ‘yes’)  and  satisfaction  (from  dissat¬ 
isfied  to  satisfied)  were  all  measured  on  a  4  point  scale. 

2.2.  Distribution  and  privacy 

The  questionnaire  was  circulated  to  complainants  from  both  the 
Disciplinaiy  Boards  and  the  Complaints  Committees.  Since  only  the 
Boards  or  the  Committees  had  the  names  and  addresses  from 
complainants  at  their  disposal,  we  asked  them  to  distribute  the 
questionnaires.  All  the  Boards  (5)  and  61  (out  of  95)  Committees 
cooperated  in  the  study.  Reasons  for  not  cooperating  differed;  for 
example.  Committees  ‘did  not  want  to  bother  the  patients  who  lodge 
a  complaint’,  ‘received  too  few  complaints  per  year’  or  ‘there  were 
objections  from  the  hospital  board’.  The  Boards  and  Committees 
distributed  the  questionnaires  to  the  individual  complainants.  The 
complainants  could  send  their  completed  questionnaires  directly  and 
anonymously  to  our  research  institute.  Neither  Boards  nor  Committees 
were  involved  in  this  part  of  the  research.  In  other  words,  the  distri¬ 
bution  of  the  questionnaires  was  strictly  separated  from  receiving  and 
processing  the  completed  questionnaires.  This  approach  meant  that  it 
was  not  possible  to  send  out  reminders,  hence  a  non-response  analysis 
could  not  be  carried  out  because  questionnaires  were  returned 
anonymously,  and  therefore  non-response  could  not  be  traced. 

To  guarantee  the  privacy  of  the  respondents  a  privacy  protocol 
was  set  up.  Firstly,  patient’s  responses  were  treated  confidentially. 
Secondly,  the  patient’s  responses  to  the  questionnaire  would  and 
could  have  no  bearing  on  the  conduct  or  outcome  of  the  complaints 
procedures.  Thirdly,  neither  Committees,  nor  Boards,  nor  the 
accused  saw  the  completed  questionnaires  and  none  of  the  parties 
knew  which  patients  had  participated  in  the  study.  Lastly,  patients 
were  entirely  free  to  decide  whether  or  not  to  complete  the  ques¬ 
tionnaire.  The  protocol  for  this  study  was  submitted  to  an  external 
Medical  Research  Ethics  Committee  for  formal  ethical  approval. 
This  Committee  concluded  that  formal  ethical  approval  for  this 
study  was  not  required,  since  the  study  does  not  involve  a  medical 
intervention.  Also  the  impact  of  the  questionnaires  on  daily  life  was 
considered  minor  and  thus  the  welfare  and  rights  of  the  human 
participants  were  protected  and  they  would  not  be  harmed  as 
a  result  of  the  study. 


2.3.  Respondents 

Only  patients  were  included  whose  complaints  had  been 
deemed  founded  or  partially  founded.  Both  samples  were  similar  in 
this  respect.  Committees  and  Boards  were  asked  to  send  the 
questionnaires  to  all  their  complainants  (up  to  a  maximum  of  50 
patients  per  Board/Committee)  whose  complaint  had  been  deemed 
founded  in  a  period  of  two  years.  This  resulted  in  a  postal  ques¬ 
tionnaire  being  sent  to  206  patients  who  lodged  a  complaint  to 
a  Board,  and  to  750  patients  who  lodged  a  complaint  to 
a  Complaints  Committee  in  a  hospital.  The  questionnaire  was 
returned  to  our  institute  by  80  patients  who  had  lodged 
a  complaint  to  a  Board  (response  rate  39%)  and  335  patients  who 
had  lodged  a  complaint  to  a  Committee  (response  rate  45%). 

2.4.  Analysis 

Differences  between  the  scores  for  the  Committee  and  the  Board 
were  tested  using  a  T-test  for  continuous  variables,  the  Mann— 
Whitney  rank-sum  test  for  4  point  scales  and  for  dichotomous 
variables  the  chi^-test.  Differences  in  overall  satisfaction  with  both 
procedures  were  tested  using  regression  analysis,  while  controlling 
for  relevant  differences  in  patient  characteristics  and  motives. 

3.  Results 

3.1.  Patient  characteristics 

Overall,  patients  were  highly  educated,  especially  those  com¬ 
plaining  to  the  Disciplinary  Board  (Table  1).  The  majority  of  the 
patients  considered  the  incident  that  caused  their  complaint  to  be 
very  serious.  Many  reported  physical,  mental  and  financial  conse¬ 
quences  due  to  the  incident.  Patients  complaining  to  the  Boards  re¬ 
ported  financial  consequences  more  frequently  (p  =  0.002)  than  those 
complaining  to  Committees  (38%  versus  20%).  Also,  complainants  to 
the  Boards  more  often  made  a  claim  for  financial  compensation. 

The  majority  of  complaints  concerned  the  medical  treatment 
and/or  the  interpersonal  conduct.  In  one  third  of  the  cases  the 


Table  1 

Patient  and  complaint  characteristics. 


Demographic 

characteristics 

Disciplinary 

Board 

{N  -  80) 

Complaints 

Committee 

(N-335) 

p  value 

Females 

46% 

60% 

0.016 

With  higher  professional  or 

72% 

49% 

0.000 

university  education 

Age,  mean 

52  yrs 

57  yrs 

0.002 

Age,  range 

23-85  yrs 

18-88  yrs 

Reported  impact  of  event  giving 
rise  to  complaint 

Gave  rise  to  physical  discomfort. 

63% 

65% 

NS 

pain,  handicap  or  death 

Gave  rise  to  mental  suffering 

81% 

80% 

NS 

Had  financial  consequences 

76% 

57% 

0.002 

Made  a  claim  for  financial  compensation 

Made  a  claim  for  financial  compensation 

38% 

20% 

0.001 

Nature  of  the  complaint 

Concerned  medical  treatment 

59% 

63% 

NS 

Concerned  interpersonal  conduct 

58% 

57% 

NS 

Concerned  lack  of  information 

34% 

39% 

NS 

Concerned  organisation  of  care 

11% 

37% 

0.000 

Concerned  nursing  care 

10% 

32% 

0.000 
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complaint  was  reported  to  be  related  to  a  lack  of  information. 
Significantly  more  patients  who  lodged  a  complaint  to 
a  Committee  complained  about  the  organisation  of  care  and 
nursing  care. 

3.2.  Patient’s  motives  for  lodging  a  complaint 

Motives  for  lodging  a  complaint  to  a  Board  or  Committee  were 
rather  similar  (Table  2).  Nearly  all  patients  wanted  correction:  e.g. 
to  prevent  the  incident  from  happening  again.  Restoration  of  feel¬ 
ings  of  justice  was  also  important  to  the  majority  of  complainants. 
Being  able  to  tell  what  happened  was  a  motive  for  approximately 
half  of  both  populations.  For  complainants  to  a  Committee,  signif¬ 
icantly  more  wanted  correction.  Significantly  more  complainants  to 
a  Board  wanted  their  feelings  of  justice  to  be  restored  and  the 
accused  to  be  punished. 

3.3.  Patient’s  experiences  with  the  procedures 

About  three  quarters  of  respondents  questioned  reported  that 
the  Committee  or  the  Board  had  remained  impartial,  that  they  had 
provided  clear  information  on  the  procedure,  they  had  explained 
the  verdict,  they  were  treated  with  respect,  given  room  to  tell  what 
had  happened,  and  had  felt  empathy  demonstrated  for  their  situ¬ 
ation  (Table  3).  The  differences  between  the  two  procedures 
became  most  evident  in  the  reporting  on  results  and  impact  of  the 
compliant.  Complainants  to  Boards  reported  less  often  that 
suggestions  were  made  for  change  or  that  a  new  perspective  to 
solving  the  problem  had  emerged.  A  quarter  of  the  patients  who 
lodged  a  complaint  to  a  Committee  thought  that  the  hospital  would 
make  changes,  whereas  only  one  In  ten  of  the  patients  who  com¬ 
plained  to  a  Board  thought  so.  One  in  five  of  both  the  complainants 
to  Boards  and  Committees  thought  that  the  individual  health  care 
professional  would  make  changes. 


Table  2 

Motives  to  lodge  a  complaint.'" 


Disciplinary 

Board 

[N  -  80) 

Complaints 

Committee 

{iV-335) 

p  value 

Correction: 

To  prevent  the  incident 
happening  to  others 

90% 

95% 

0.006 

To  prevent  the  incident 
being  kept  private 

70% 

67% 

NS 

The  incident  be  known 
at  a  higher  level 

70% 

88% 

0.000 

To  prevent  the  incident 
happening  to  me  again 

54% 

69% 

0.021 

Communication: 

To  tell  what  happened 

49% 

60% 

NS 

Restoration: 

Restoration  feelings  of  justice 

84% 

70% 

0.001 

Be  able  to  get  back  to  my  normal  life 

50% 

50% 

NS 

Restore  damage  that  has  been  done 

58% 

48% 

NS 

Solution  to  my  problem 

57% 

58% 

NS 

Accountability: 

To  punish  the  accused 

56% 

34% 

0.000 

The  percentage  presented  in  this  table  is  based  on  the  combination  of  score  3  and  4 
of  each  variable. 

■"  Items  were  measured  and  tested  using  a  four  point  scale. 


Table  3 

Patient's  experiences  with  the  way  complaints  were  treated."" 


The  committee  or  the  board 

Disciplinary 

Complaints 

p  value 

Board 

Committee 

(W  =  80) 

(N  =  335) 

Procedural 

Remained  impartial 

77% 

76% 

NS 

Provided  clear  information 

81% 

81% 

NS 

on  the  procedure 

Responded  quickly 

58% 

56% 

NS 

Explained  the  verdict 

74% 

76% 

NS 

Empathy 

Treated  me  with  respect 

84% 

89% 

NS 

Allowed  me  to  tell  what 

91% 

88% 

NS 

had  happened 

Demonstrated  empathy 

71% 

77% 

NS 

for  my  experiences 

Results 

Made  suggestions  to  the 

39% 

67% 

0.000 

care  provider  for  change 

A  perspective  to  a  solution 

18% 

30% 

0.046 

to  the  problem  emerged 

Expected  impact 

The  patient  believes  changes 

11% 

29% 

0.003 

will  be  made  by  the  hospital/ 
organisation 

The  patient  believes  changes 

17% 

19% 

NS 

will  be  made  by  the  care 
professional  (e.g.  doctor) 

The  percentage  presented  in  this  table  is  based  on  the  combination  of  score  3  and  4 
of  each  variable. 

""  Items  were  measured  and  tested  using  a  four  point  scale. 


3.4.  Outcome:  overall  satisfaction 

61%  of  the  complainants  to  a  Board  expressed  satisfaction  with 
the  complaints  handling  procedure  compared  with  47%  of  those 
filing  complaints  to  a  Committee.  This  difference  was  not  statisti¬ 
cally  significant.  One  patient  characteristic  or  motive  and  in  which 
patients  of  either  procedure  significantly  differed  from  each  other 
was  found  to  be  significantly  related  to  overall  satisfaction.  This  was 
the  motive  to  punish  the  accused;  the  less  punishment  desired,  the 
more  satisfied  the  complainant.  When  this  variable  was  controlled 
for,  the  difference  in  overall  satisfaction  between  both  procedures 
became  significant  (p  =  0.011 ).  The  percentage  of  variance  in  overall 
satisfaction  explained  by  these  variables  was  low:  3%.  All  of  the 
variables  In  Table  3  are  individually  related  to  overall  satisfaction. 

4.  Discussion 

This  study  assessed  whether  a  complaints  procedure  which  was 
specifically  designed  for  the  benefits  of  patients  would  lead  to  more 
satisfaction  among  complainants  than  a  procedure  that  was 
primarily  designed  to  monitor  and  foster  the  quality  of  professional 
practice.  Contrary  to  our  expectations,  the  procedure  that  was 
designed  for  the  benefit  of  patients  did  not  lead  to  more  patient 
satisfaction  than  the  procedure  that  was  designed  to  monitor  and 
foster  the  quality  of  professional  practice. 

4.1.  Differences  in  populations 

Differences  in  demographic  characteristics  and  motives  were 
found,  in  addition  to  similarities.  Apart  from  the  fact  that 
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complainants  to  a  Board  more  often  reported  financial  conse¬ 
quences  and  said  they  would  make  a  claim  for  financial  compen¬ 
sation,  no  differences  were  found  regarding  either  the  degree  to 
which  the  complaints  gave  rise  to  physical  discomfort,  pain, 
handicap  or  mental  suffering,  or  in  the  nature  of  the  complaints.  In 
both  procedures  the  motive  of  the  majority  of  complainants  was 
that  of  correction,  in  order  to  prevent  the  incident  from  happening 
again.  This  was  especially  evident  amongst  patients  who  filed 
a  complaint  to  a  Committee.  The  motive  of  communication  was 
mentioned  by  about  half  of  the  complainants  in  both  types  of 
procedures.  The  motive  of  restoration,  especially  the  restoration  of 
the  feeling  of  justice,  was  mentioned  by  more  than  half  of  the 
complainants,  especially  among  complainants  to  a  Board.  Finally, 
the  motive  of  accountability,  to  punish  the  accused,  was  mentioned 
more  often  by  complainants  to  a  Board.  We  conclude  that  both 
procedures  attract  populations  that,  among  many  similarities, 
demonstrate  difference  regarding  their  motives  to  lodge 
complaints.  Complainants  at  the  Committee  seem  to  be  more  keen 
on  correction,  whereas  complainants  at  the  Board  seem  to  be  more 
keen  on  restoring  their  feelings  of  justice  and  on  punishing  the 
accused. 

4.2.  Differences  in  complaint  handling  experiences 

Complainants  reported  equally  positive  experiences  with  the 
procedural  conduct  per  se  and  with  the  empathy  shown  to  them 
from  the  Board  and  the  Committee.  However,  the  Committee  does 
better  on  correction,  as  more  complainants  report  that  suggestions 
were  made  to  the  care  provider  for  change.  Also  more  complainants 
at  the  Committee  believe  that  the  hospital  will  implement  changes. 

4.3.  Strengths  and  limitations 

A  strength  of  this  study  is  the  use  of  data  from  patients  who  lodged 
their  complaint  to  different  complaint  procedures  within  one 
country.  Data  from  patients  who  lodge  their  complaint  to  a  Complaint 
Committee  were  compared  to  the  patients  who  lodged  their 
complaint  to  a  Disciplinaiy  Board.  Both  procedures  are  directly 
accessible  for  all  patients  in  The  Netherlands.  This  made  it  possible  to 
compare  the  experiences  of  two  complainants  groups.  A  limitation  of 
the  study  is  that  we  ascertained  patient’s  motives  to  lodge  complaints 
through  standardised  (closed)  questions.  Some  of  the  patients  may 
not  have  been  clear  in  tbeir  own  mind  as  to  what  they  were  hoping  to 
achieve.'^  By  giving  standardised  questions,  direction  was  given  to 
these  motives.  Nevertheless,  the  items  in  the  questionnaire  were 
based  on  earlier  research  and  open  interviews  with  patients  who 
filed  a  complaint.  A  weakness  of  the  study  lies  in  the  response-rates  of 
39%  and  45%.  These  rates  are  partially  the  result  of  our  privacy  policy, 
which  did  not  allow  us  to  send  reminders.  Response  bias  may  have 
occurred.  We  do  not  think  this  to  be  a  dominant  effect.  First  our 
results  are  in  line  with  earlier  research.  Second,  this  study  focuses  on 
the  comparison  of  two  populations.  In  both  population  non-response 
is  rather  similar,  suggesting  similar  degrees  of  potential  response 
bias.  However,  the  possibility  of  response  bias  should  be  considered 
when  interpreting  these  results.  This  study  does  not  provide  insight 
into  the  question  of  whether  or  not  complaints  lead  to  changes  in 
health  care.  It  only  provides  insight  into  whether  or  not  complainants 
believe  that  changes  will  be  made. 

4.4.  Satisfied  with  the  procedure,  but  not  with  the  results? 

In  spite  of  the  positive  evaluation  of  the  procedures  of  the  Board 
and  the  Committee,  only  half  of  the  patients  expressed  overall 
satisfaction.  Bearing  in  mind  that  our  research  population  consisted 
only  of  patients  with  complaints  that  were  judged  founded  or  at  least 


partially  founded,  it  is  puzzling  that  only  half  of  the  patients  reported 
that  they  are  satisfied.  Apparently,  a  good  complaints  handling 
procedure  is  not  a  guarantee  for  overall  satisfaction.  This  should  not 
come  as  a  surprise,  since  the  motives  to  complain  are  not  limited  to 
the  correct  handling  of  complaints,  but  complainants  also  want 
something  to  happen.  They  want  things  to  change,  their  feeling  of 
justice  to  be  restored  or  the  accused  to  be  punished.  But,  most 
complainants  at  the  Committees  as  well  as  the  Boards  do  not  believe 
that  professionals  or  care  organisations  will  make  such  changes.  This 
explains  the  finding  that  only  half  of  the  complainants  express 
overall  satisfaction  in  spite  of  their  positive  evaluation  of  either 
procedure. 

Committees,  more  often  than  Boards  made  suggestions  for 
change.  This  relates  to  the  potential  strength  of  the  Committee:  its 
close  proximity  to  the  care  provider,  and  the  legal  obligation  of  the 
providers  to  communicate  with  the  complainant  on  the  changes 
they  make  in  case  of  a  founded  complaint.  However,  these 
suggestions,  their  position  and  the  legal  requirements  did  not  lead 
to  a  substantially  higher  number  of  complainants  feeling  that  the 
accused  will  apply  these  suggestions  and  make  changes.  This  may 
explain  the  finding  that  the  Committee  does  not  outperform  the 
Board  in  terms  over  overall  satisfaction.  On  the  contrary,  when 
controlling  for  relevant  and  known  differences  in  complainants’ 
characteristics,  complainants  are  more  satisfied  with  the  Board 
than  with  the  Committee.  Most  complainants  are  not  convinced 
that  filing  their  complaint  led  to  changes,  although  this  was  the 
often  the  main  reason  why  complainants  filed  their  complaint.  A 
large  share  of  the  complainants,  especially  among  those  who  filed 
their  complaint  to  a  Board,  their  motive  was  to  see  the  accused 
punished.  Boards  do  have  the  legal  power  to  punish  care  providers; 
Committees  do  not.  In  the  context  where  complainants  find  that 
their  complaint  did  not  led  to  change,  the  motive  to  punish  the 
accused  may  gain  importance.  This  may  explain  why  complainants 
are  more  satisfied  with  the  Board. 

The  Committee  was  expected  to  do  better  than  the  Board,  since 
it  was  designed  to  address  the  most  mentioned  motive  of 
complainants:  change  as  a  result  of  filing  a  complaint.  But,  in 
practice  most  complainants  do  not  believe  things  will  change. 
Hsieh^"*  noticed  that  in  Britain  and  in  Australia  attempts  are  made 
to  create  an  effective  bridge  between  complaints  handling  and 
quality  management.  Such  a  bridge  was  also  intended  when 
designing  the  procedure  for  the  Committees  in  The  Netherlands. 
Earlier,  Bark  et  al.’^  found  that  complaints  should  be  resolved 
without  recourse  of  formal  procedures.  An  informal  procedure, 
such  as  conciliation  or  mediation,  allows  for  a  dialogue  and 
encourages  suggestions  for  improvement.^^  The  patient  can 
directly  ask  for  an  explanation,  apology  or  an  assurance  that  lessons 
have  been  learned.  It  seems  that  Committees  in  The  Netherlands 
operate  in  a  rather  formal  way.  The  advantage  for  complainants  is 
the  clarity  of  a  correct  procedure.  This  leads  to  complainants  being 
positive  about  this  procedure.  But  this  formal  procedure  does  not 
deliver  the  desired  outcome:  change.  It  would  be  worthwhile  to  see 
whether  a  procedure  with  a  more  informal  structure,  but  still 
providing  a  basic  degree  of  procedural  safety,  will  lead  to  more 
change  and  thus  to  more  overall  satisfaction. 
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